Introduction
Musculoskeletal diseases are one of the leading causes of disability worldwide. It is a major contributor to health burden and health care costs [1] . Korea has a rapidly aging population due to the decrease in birth rate and increase in life expectancy. The percentage of the population aged 65 years or older will increase from 10.3% in 2008 to 15.6% in 2020 and 38.2% in 2050 [2] . Previous studies have reported findings on the prevalence of musculoskeletal disease [3, 4] . As the Korean population continues to age, the economic burden of musculoskeletal disease will continue to increase. The total economic burden of treating musculoskeletal is about 8.1 billion dollars [2] . Musculoskeletal diseases are the most common health problems that require the use of traditional Korean medicine [5] , an integral part of prevailing practice and belief systems throughout Korea's history. Starting from the late 19th century, Western medical practices were introduced by Christian missionaries to Korea. These practices quickly supplanted traditional Korean medicine in institutional health care. After the Korean War, the government revived interest in traditional Korean medicine and established colleges that specialize in that field, in addition to colleges of Western medicine [6] . With this historical background, the Korean medical system is characterized by a dual [7, 8] , mutually exclusive medical system consisting of Western medicine and traditional Korean medicine practices [9] . In Korea, primary care physicians work mostly in solo private practices and are reimbursed on a fee-for-service basis. This 2 Evidence-Based Complementary and Alternative Medicine system enables patients to choose and retain individual physicians regardless of changes in employment status. Therefore, Koreans can use both Western and traditional Korean medicine to treat musculoskeletal disorders. Previous studies have assessed the prevalence and cost of Korean medicine [5, 6, [10] [11] [12] [13] . However, most of these studies did not focus on joint disorders [11, [14] [15] [16] . Particularly, the statuses of health care utilization associated with joint disorders including the scale of the whole population and health care costs of patients receiving treatment for joint disorders are currently unknown. Therefore, the objective of this study was to analyze claim data submitted to the Korean National Health Insurance (NHI) and assessed by the Health Insurance Review and Assessment Service (HIRA) to compare medical care use between Western medicine and traditional Korean medicine. The results of this study will provide basic information for future management decisions for musculoskeletal diseases especially joint disorders in Korea.
Materials and Methods

Data Source.
This study used claims data from the 2011-2014 National Patient Sample (NPS) dataset of HIRA. Datasets generated and/or analyzed for this study period are available from the HIRA-NPS repository [17] . The NPS includes 3% sample data of 2011-2014 national insurance billing data. It can represent the country as a whole (46 million patients). The total number of filed claims and total health expenditure have increased steadily. As of 2011, the total number of filed claims has reached 1.3 billion, with a total health expenditure of ∼51.5 trillion KRW. Patients were stratified according to sex and age in 5-year intervals. These HIRA claim data are compiled by health care providers nationwide. They correspond to the number of claims submitted by patients. Claims from patients with the Medicaid program, government expenditures, and veteran patients are also included in these claim data [18] . All data were deidentified to ensure patient confidentiality. The HIRA Research Ethics Committee of South Korea approved the study protocol.
Study Population.
After reviewing frequent diseases each year in traditional Korean medicine as described previously [19] , patients with the following four most frequent joint disorders were included in this study: M17 (gonarthrosis [arthrosis of knee]), M75 (shoulder lesions), S63 (dislocation, sprain, and strain of joints and ligaments at wrist and hand level), and S93 (dislocation, sprain, and strain of joints and ligaments at ankle and foot level). Although dorsalgia (M54) was at the top of the list, it was excluded from analysis since there was no change in ranking by year. To observe changes in the ranking of diseases by year, the remaining joints were included in the study. We focused on musculoskeletal disorders and injuries of the extremities. The diagnoses were coded using the 6th revision of the Korean Classification of Diseases (KCD-6) adapted from the International Classification of Diseases, 10th revision. Data from the billing statements for patients with missing cost data and those with zero total cost were excluded. Patient might have visited more than once during the study period (i.e., more than one claim per patient). Therefore, the number of claims in this study was higher than the total number of patients. A total of 7,996,903 claims for 1,100,018 patients with joint diseases with prefix codes of M17, M75, S63, and S93 in primary diagnoses were included for analysis through discussion of a panel of three clinicians (one public health specialist, one Korean medical doctor, and one statistician). A total of 1,100,018 patients were finally included in our analysis ( Figure 1 ).
Episode Creating Process.
Claims data provided by HIRA included raw data of treatment prescriptions for all patients who received medical services over the course of one year after removing personal and corporate information. Because the claims were submitted monthly, charges in the statement reflected up to one month of information. In other words, patients who had been hospitalized for more than one month would have been charged separately for each month. In such cases, errors such as overestimation of the number of inpatients and underestimation of medical expenses might occur when performing statistical analyses. Therefore, episodes, involving collecting and calibrating several claims charged monthly for one consecutive medical practice were used. In this study, separated claim forms of hospitalized patients were bundled into one hospitalization episode. Variables used in the episode creating process included claims identification key, patient identification key, insurance type, main diagnosis code, treatment type, treatment start date, and treatment end date.
Main Descriptive Variables.
The main descriptive variables were frequency and cost of medical care without addressing a specific hypothesis. Frequency included the number of hospitalizations and outpatient visits in Western medicine and traditional Korean medicine clinics, intervention (surgical and nonsurgical), and annual usage. Rehabilitation-related nonsurgical interventions were classified according to National Evidence-based Healthcare Collaborating Agency reports [20] .
Cost included average cost per patient and cost per day (per diem) for joint disorders. Medical costs determined to be eligible for reimbursement by HIRA out of treatment costs were indicated in the submitted insurance claim statement. Medical costs, that is, the sum of benefits reimbursed by the insurer (Korean National Health Insurance Service) to the medical care institutions, were classified as INSUP and self-payment costs paid by the beneficiary (patient) as SLF. It was expressed as total treatment cost in Korean Won (1,000,000 KRW). Each patient's medical costs were calculated as the sum of costs listed on their claims. The average treatment amount was the amount of total medical expenses for one year divided by the number of patients. Per diem was the amount of total medical expenses for one year divided by the number of days of hospitalization or in an outpatient clinic.
The number of reimbursed days included the number of hospitalized days or outpatient visits and in-care drug prescription days. These days were defined based on the number of visits (for outpatient departments) or the length of hospital stay (for inpatient departments) of patients indicated in the submitted insurance claim statement [14] . Days per episode were calculated as total reimbursed days divided by the total number of episodes. Patient and medical institutionrelated characteristics are defined as follows. (NHI, Medicaid, and others) at the date of visit of a health care institution and the most frequently visited ones. Individuals were qualified for Medicaid if they had a household income of less than $600 per month. Medical services for veterans and beneficiaries were free of charge as government expenditure. Severity was measured using the Charlson Comorbidity Index (CCI) [21] defined as the sum of weights related to each condition for which a patient had available claim data. The CCI score was determined based on the presence of specific ICD-10 codes during one year [22] . In this study, CCI at initiation was used as the CCI score of each patient.
Medical Institution Characteristics.
The types of medical practice were divided into three as follows: traditional, 
Results
The general characteristics of the study population are summarized in Table 1 . A total of 1,100,018 patients were included, including 456,642 (41.5%) males and 643,376 (58.5%) females. All four years (from 2011 to 2014) showed higher percentages of females than males. Patients under 29 years of age accounted for the largest proportion (23.3%), followed by patients in their 50s (20.5%) and 60s (16.8%). A total of 1,050,691 (95.5%) patients were enrolled in the NHI scheme while the remaining 49,012 patients (4.5%) were enrolled in Medicaid. Patients with knee arthrodesis accounted for the most (24.2%), followed by those with foot joint disease. More than half (52.5%) of these patients had knee arthropathy. Approximately 70% (70.5%) of patients had mild joint disorder with CCI score of 0. Among the 1,100,018 patients, 18,041 (1.6%) patients underwent surgery while the majority (98.4%) of patients underwent nonsurgical procedures. For body regions where basic physical therapy was performed more than three times, the knee and shoulder regions accounted for more than 25%. For regions that needed surgery, the knees accounted for the most. For regions that underwent acupuncture two times or more, the shoulder, hand, and foot areas accounted for 30% or more ( Table 2) . Regardless of disease type, only 1.6% of patients underwent surgery, of which knee surgery was the most frequently performed type (43%∼44%). The results of nonsurgical intervention distribution are shown in Table 3 Women incurred more medical expenses in 2011 to 2014 compared to men. Expenditure was increased with age. It peaked in patients in their 70s with a minimum of 377,448 KRW to a maximum of 388,445 KRW. In terms of expense by the type of joint lesion, knee lesions (M17) had the highest expense among the four types of joint disorders, followed by shoulder lesions (M75). As the severity of lesion was increased, the expense was also increased. However, the difference in expense was not statistically insignificant. Patients who were hospitalized spent 20 times more than those who were not hospitalized. The average treatment costs per patient in inpatient care and outpatient care were 192,414 and 65,319 KRW, respectively. Patients who used only traditional Korean medicine spent twice less than those who only used Western medicine. The range of RPE for Western medicine was from 181,225 KRW to 198,661 KRW. The range of RPE for traditional Korean medicine was from 82,019 KRW to 96,325 KRW. There were no differences in costs over 400,000 KRW among hospitals that practiced Western medicine (Tertiary and General Hospital, hospital, and Western Clinic). Costs for Western medicine hospitals were the highest, followed by that for Traditional Hospitals and long-term care hospitals ( Table 5) .
The frequency and total medical expenditures for Western medicine and traditional Korean medicine are shown in Table 6 and traditional Korean medicine, the proportion of each item was different. For Western medicine, the proportion of psychiatric costs was the highest (28.78%), followed by doctors' fees (27.7%), injections (16.59%), radiotherapy costs (8.74%), and laboratory costs (7.09%). For traditional Korean medicine, the proportion of doctors' fees was the highest (26.48%), followed by procedural costs (25.16%), injections (13.52%), admission costs (9.23%), and psychiatric costs (7.26%). Regarding traditional Korean medicine, most (70%) medical treatment costs were procedural costs and treatment costs. Doctors' fees accounted for only 21.54% of the total cost, similar to doctors' fees for Western medicine. Procedural costs accounted for the most (56.45%) among total cost for Western medicine. The second largest proportion was doctors' fees (40.49%). Admission costs, medication costs, and laboratory costs comprised less than 1% (Table 7) . In Table 8 , it was not possible to use the inspection and image capturing system of 0 only in the Traditional Clinic because of legal restrictions. According to the region of disease, the knee accounted for the most, followed by the shoulder, foot, and hand in terms of hospitalization and outpatient visits. As the years progressed, the number of inpatient and outpatient visits was also increased for all body regions. Among the hospitalized patients, the number of claims for all years after 2011 increased the most for shoulder joints (78.43%) compared to 2011, followed by knees (61.93%), foot (50.72%), and hands (16.29%). On the other hand, outpatient cases occurred in the following order based on the location of the disease: hand (11.24%) > knee (8.49%) > ankle (9.63%) > shoulder (4.35%). According to time (year), difference in current usage patterns was especially different between Western medicine and traditional Korean medicine. Particularly, hospitalization increases for the knee and shoulder areas (shoulder: 105.00%, knee: 250.00%) in traditional Korean medicine were higher than those in Western medicine (shoulder: 77.99%, knee: 58.04%). The proportion of outpatient visits for the hand region in traditional Korean medicine increased steadily (2012: 4.31%, 2013: 14.49%, 2014: 13.46%). However, the shoulder area showed steady decrease (2011: −8.31%, 2012: −9.73%, 2014: −16.45%) ( Table 9) .
The costs and length of hospitalization by year are shown in Tables 10-17 . Basic physical therapy was the most common nonsurgical intervention in Western medicine while acupuncture was the most common nonsurgical intervention in traditional Korean medicine. Both procedures are steady treatments that require two or more treatments. The proportions of acupuncture and basic physical therapy are almost equal (Table 18 ).
Discussion
This study assessed the prevalence and costs of most frequently used treatments for joint disorders in Korea to 1.08 * A patient could be hospitalized more than once during the study period, which resulted in more than one claim per patient. Thus, the number of claims in the study was higher than the number of patients. The results of the study showed that the proportion of female patients was higher compared to that of male patients. This is consistent with previous findings showing that women are more likely to utilize health care than men [23, 24] . This might be due to gender role differences such as occupation, hours of work, and occupational activities including housework and biological factors. Women are typically responsible for childcare and housework while men are typically expected to have a job [25] .
The shoulder and knee joints accounted for the most hospital visits and increased steeply. In Korea, musculoskeletal disease accounted for 28.2% of National Health Insurance Corporation (NHIC) inpatient and outpatient claims. Knee joint disease has been ranked the 6th among reasons for inpatient care visit and the 5th among reasons for outpatient care visit among the population aged 65 years or older [26] . The incidence of gonarthrosis has been steadily increasing in Korea. Its rate in women was much higher than that in men [27] .
While Western Clinics were the most frequently visited medical institution type between 2011 and 2014, the finding that Traditional Clinics were the next most frequently visited in this study was noteworthy. The Korean medical system is characterized by both Western and traditional Korean medical practices. In 2014, the number of claims from Western medicine was 49,031 for Tertiary and General Hospitals and 16,935 for hospitals and clinics. On the contrary, the number of claims from traditional Korean medicine was 14,729 for hospitals and 7,690 for clinics [26] . These circumstances reflect the high proportion of traditional Korean medicine use for joint disorders [9] . Our results are consistent with previous results showing that Traditional Clinics are the second most visited institution by patients with nonspecific low back pain [14] . 1.12 * Patients with overlapping records were tallied as one patient (overlap was not allowed). † Costs determined to be eligible for reimbursement by the HIRA (Health Insurance Review and Assessment Service) out of the total treatment amount were indicated in the submitted insurance claim statement. They is expressed as a mean and are in Korean Won (1,000,000 KRW).
‡ Per diem is the average daily cost of services covered by National Health Insurance. § Days per episode are the total number of outpatient visit days including drug prescription days divided by the total number of outpatient visits. 1.07 * Patients with overlapping records were tallied as one patient (overlap was not allowed). † Costs determined to be eligible for reimbursement by the HIRA (Health Insurance Review and Assessment Service) out of the total treatment amount were indicated in the submitted insurance claim statement. They are expressed as means and are in Korean Won (1,000,000 KRW).
‡ Per diem is the average daily cost of services covered by National Health Insurance. § Days per episode are the total number of outpatient visit days including drug prescription days divided by the total number of outpatient visits. 7.13 * Patients with overlapping records were tallied as one patient (overlap was not allowed). † Costs determined to be eligible for reimbursement by the HIRA (Health Insurance Review and Assessment Service) out of the total treatment amount were indicated in the submitted insurance claim statement. They are expressed as means and are in Korean Won (1,000,000 KRW).
‡ Per diem is the average daily cost of services covered by National Health Insurance. § Days per episode are the total number of hospitalized days divided by the total number of hospitalizations. Insurance Review and Assessment Service) out of the total treatment amount were indicated in the submitted insurance claim statement. They are expressed as means and are in Korean Won (1,000,000 KRW).
‡ Per diem is the average daily cost of services covered by National Health Insurance. § Days per episode are the total number of outpatient visit days including drug prescription days divided by the total number of outpatient visits. Despite the high demand for traditional Korean medicine for musculoskeletal diseases, traditional Korean medical practitioners are precluded from diagnosing joint disorders independently due to regulatory restrictions in imaging device use. We confirmed this fact again by comparing subgroup costs related to the type of medicine in total treatment cost. Apart from procedures such as acupuncture, moxibustion, and cupping, many treatments were not covered by the NHI (Table 7) . Large variations in diagnostic and therapeutic management between Western medicine 28 Evidence-Based Complementary and Alternative Medicine and traditional Korean medicine indicate that more items in Korean medicine need to be covered and developed. Among the hospitalized patients, the number of claims for all years after 2011 increased mostly for shoulder joints (78.43%) compared to 2011, followed by knees (61.93%), foot (50.72%), and hands (16.29%). While the rate of use of traditional Korean medicine for the shoulder region slightly decreased in outpatient care, the number of hospitalizations increased sharply (Table 9 ). It is interesting that the proportion of traditional hospitalization increase for the knee and shoulder regions (shoulder: 105.00%, knee: 250.00%) was higher than that of Western medicine clinic hospitalization (shoulder: 77.99%, knee: 58.04%). In Korea, the medical delivery system of traditional medicine is not strict. Individuals can choose to visit primary medical institutions (Traditional Clinic) and higher medical institutions (Traditional Hospital). Shoulder and knee joint diseases are common musculoskeletal diseases. They are usually treated in primary care settings. However, if there is no response or a lack of effectiveness in primary care, a Traditional Hospital is attended for a more accurate diagnosis and evaluation. This might be the reason why there is increase in hospitalization in Traditional Hospitals that hire orthodox medical practitioners who can use Xrays and magnetic resonance imaging. Besides, because traditional medical practitioners cannot use these examination devices in a Traditional Clinic, outpatient care in Traditional Clinics was much lower compared to that in Western Clinics. Although simple radiology is helpful in the diagnosis of joint disease [28] , patient might suffer the inconvenience of going to both Western and Traditional Clinics for accurate diagnosis due to legal restrictions [29] .
Traditional Korean medicine had lower medical expenditures than Western medicine (inpatient care cost: Western medicine clinic, 160,000 KRW; traditional Korean medicine clinic, 50,000 KRW; outpatient care cost: Western medicine, 22,000 KRW; traditional Korean medicine, 18,000 KRW). The average treatment cost for traditional Korean medicine was lower compared to that for Western medicine. RPE ranged from 181,225 KRW to 198,661 KRW for Western medicine and 82,019 KRW to 96,325 KRW for traditional Korean medicine. In addition, out-of-pocket expenses for Western medicine (44,240 KRW to 49,621 KRW) were higher than those of traditional Korean medicine (20,154 KRW to 22966 KRW). Although expenditures for traditional Korean medicine were significantly lower compared to those for Western medicine, daily cost amount showed no significant difference between the two depending on the year. These results are similar to those of a previous study [6] .
Most patients had mild joint diseases (more than 70%) with CCI scores of 0 and underwent nonsurgical treatment. Regardless of disease type, the proportion of surgery was less than 1%. Therefore, traditional medical care can serve as an alternative to Western medical care. We found that the proportion of acupuncture was slightly higher than basic physical therapy (Table 18 ). However, further research is needed to confirm that traditional Korean medicine is costeffective for managing joint diseases.
This study has several limitations. First, the study was descriptive in nature. It reported sociodemographic characteristics, procedures, medication, and average cost for treating joint disorders without addressing a specific hypothesis.
Recently, research results have been utilized as basis for policies by utilizing health-related big data. However, there is a lack of data analyzing various patterns of traditional medical services [30] . Although there are studies that use NHI claims data, they are limited to a single year or disease range [8, 13] . This study is novel in that it compared the utilization of Western medicine and traditional Korean medicine for the treatment of joint disorders in Korea. We believe the current study would serve as a good reference for countries with similar medical systems as that of Korea and would be able to contribute to international literature. Further research is required, such as analysis of factors influencing the use or frequency of Korean traditional medicine using multivariate statistics.
Second, while fee-for-service for nationally covered health care service was comprehensively recorded in the claim database, nonreimbursable items such as traditional drugs did not generate billing data. In addition, we only calculated direct medical costs based on information in the claim database. In general, there are nonmedical costs such as transportation costs and lost productivity due to morbidity because joint diseases tend to be chronic. In addition, the costs did not uncover items based on claims data that only contained information about medical services provided under the NHI. If uncovered items were included, the costs for traditional Korean medicine might be higher than that of Western medicine. In a previous study [31] comparing Western and traditional Korean medicine users, it was found that the traditional Korean medicine user group paid significantly more medical expenses than the Western medicine user group. In a study on the determinants of traditional Korean medicine use based on panel data [32] , the number of patients using traditional Korean medicine was significantly higher than those using Western medicine. This is because the insurance benefit for traditional Korean medicine is lower than that for Western medicine.
Third, we did not include essential factors influencing choice of medical practice, such as education level, income, residence, severity, and health-related risk factors (e.g., alcohol consumption, smoking, and exercise) [33] . Previous studies have shown that factors affecting the use of traditional Korean medicine are not related to education level or income level [34, 35] , high education level [14] , low education level [36, 37] , and low or high-income level [32] . In previous studies, factors such as the use of a therapist [33] , confidence in oriental medical institution [32] , recognition of therapeutic effect [38] , and coping attitude of the oriental medical treatment [39] have been found to be significant factors. Although these essential variables are important parameters in choosing hospitals, they were missed due to the nature of the claims data. To overcome the omission of disturbance variables, medical insurance type (NHI or Medicaid) and region of hospital were used as surrogates of income and residence in this study. In addition, we considered disease severity by using CCI because severity of disease might greatly affect hospital choice. The remaining factors have been judged due to their impacts on health care utilization. We believe that the direction of the analysis of this study will not change. Due to the limitation in data characteristics, these elements were Evidence-Based Complementary and Alternative Medicine 29 not included in this study. Future studies considering these factors are needed to confirm our findings.
Finally, the accuracy of diagnoses has been an issue due to the nature of claims data collected with the purpose of reimbursing health care services and not for clinical purposes [18] . The accuracy of diagnosis in the KNHI claims data has been reported to be about 70% [40] . Moreover, the accuracy of disease classification has been reported to be higher for inpatients than for outpatients. It is higher for severe disorders than for common mild disorders. It is also higher in General Hospitals than in clinics [41] . Nonetheless, in the process of designing this study, physicians in current practice concurred that these codes were not clearly differentiated for diagnosis in actual clinical practice settings in Korea. Therefore, analysis was performed in primary and secondary diagnoses in accordance with the opinion that various issues should be taken into account (e.g., private insurance, medical care institution characteristics, and individual differences in physicians) in category division. In addition, primary and secondary diagnoses are generally used in conjunction [14] . Therefore, in defining medical care usage due to joint disease, we reviewed not only the major diagnosis code, but also secondary diagnosis code. Despite our efforts, the diagnosis accuracy for joint diseases in this study might be challenged.
Despite these limitations, our study has several strengths. First, we analyzed age-stratified and gender-stratified random samples of the KNHI claims database representing 98% of the South Korean population. Claims statements covered extensive information on health care interventions (e.g., treatment, procedures, diagnostic tests, and prescription drugs), diagnosis, NHI payment cost, beneficiaries' out-of-pocket expenses, sociodemographic characteristics, and medical institutions, thus providing useful nationwide epidemiological data. Its representativeness, reliability, and validity have been confirmed previously [41] . However, there is a lack of data necessary to understand various consumption patterns and supply patterns of traditional medical services [30] .
Second, there are studies in other countries that analyze the status of traditional Korean medicine utilization by using representative data source [30, [42] [43] [44] . Unlike most previous clinical studies whose duration was less than one year, we attempted to analyze the change over four years for joint diseases based on the type of medicine used (Western or traditional Korean medicine). Until now, no studies have reported national data on the management of joint disorders for 2011 to 2014. This study holds significance in that it is the first study that reports distinct differences in patterns of medical care use and costs between Western medicine and traditional Korean medicine.
An added strength of this study was that it provided patterns of complementary and alternative medicine treatment for joint disorders in Korea by covering traditional Korean medicine treatments as acupuncture, moxibustion, and cupping in the NHI.
Third, we constructed pilot medical episode data considering characteristics of health claim data for joint diseases. This can be used as a data processing technique to calculate basic dynamics information. Health insurance claim data were produced by physicians based on diagnosis at the first visit to the hospital. Related claim data were then produced, including the diagnosis code, the date of initiation of treatment (hospitalization or outpatient), and personal information (age, sex). To use epidemiological data, it is necessary to link the billing statement classified for administrative purposes to the same hospitalization case [45] . In this study, the same patient filed a billing statement with the same hospital in the same medical institution for inpatient care. The date was connected to one hospitalization case.
Our study has several policy implications. As disease structure can change from acute to chronic degenerative disease, interest in traditional medicine is increasing with aging. The main purpose of traditional medicine use in South Korea is to prevent disease and promote general health [10] . Though traditional medicine plays a substantial role in the Korean health care system, the annual number of health insurance claims from traditional Korean medicine institutions has stagnated and decreased since 2012 [46] . Medical use is affected by demographic, socioeconomic, and psychocultural factors. It has been reported that these factors can affect health care utilization by interactions between factors rather than independent factors [47, 48] . Therefore, it is important to grasp the current position of traditional Korean medicine in order to prepare policy and directives. Currently, difference in standards of practice underlies mistrust for traditional Korean medicine among Western medical practitioners [6] . To overcome conflicts among orthodox and traditional practitioners, we need an effective health care delivery system that encourages consultation for both Western and traditional Korean medicine with accessibility. Further discussion must be considered by providing consultation programs for other chronic diseases and joint diseases.
Conclusions
This study provided objective information about epidemiologic characteristics of patients with joint disorders treated with Western medicine and traditional Korean medicine. It provided an understanding about the recent status and trends. It will provide a basis for further expansion of traditional Korean medicine for patients with muscular disorders. Based on HIRA data, medical use for joint disorders showed significant difference between the groups. It provides basic information for future usual care guidelines linked to health policy and budget appropriation. Timely and accurate information is essential for policy-makers to make decisions. The results of our study will contribute to management decisions for musculoskeletal diseases involving joint disorders. 
